Figure 2
Contrast radiograph of pyloric channel with catheter in one of the communications between stomach and duodenal bulb (arrow) failure6 9. Many patients have ulcer disease of long duration. In uncomplicated double pylorus there may be few symptoms or none6'9.
When did the fistula develop in our patient? One possibility is that it resulted from the previous ulcer 9 years earlier, with secondary bleeding now. Another is that this was a fresh ulcer, bleeding as it penetrated the duodenum. The first interpretation is supported by the work of Tsung-Hui et al. 10, who in double-pylorus channels found ulcers that healed only after successful eradication of Helicobacter pylori. (In some cases there had been rupture of the bridging tissue between the original pylorus and the gastroduodenal fistula, and the endoscopist may mistake this appearance for a normal pyloric channel.) Clearly, the treatment of double pylorus should always include eradication of H. pylori. At laparotomy, the stomach and the first part of the duodenum appeared normal. After some dissection, a complex diverticulum was seen to arise from the lateral border at the junction of the second and third parts of the duodenum. The diverticulum was about 6.5 cm in length and 3 cm wide at the base. When opened it proved to contain a bleeding vessel on the mucosal surface at the fundus. Fresh clots also filled the duodenum. A duodenal diverticulectomy was performed and the resulting defect in the duodenum was closed transversely with one layer of interrupted vicryl sutures. A paraduodenal drain was inserted. A total of eighteen diverticula were also seen in the proximal jejunum. Postoperatively the patient recovered uneventfully. On histological examination there were features of inflammation within the resected diverticulum. COMMENT The incidence of duodenal diverticula in the general population is uncertain but a prevalence rate of up to 22% has been reported in necropsy series1 and 5.7% in patients undergoing gastrointestinal barium studies2. Most duodenal diverticula are extramural, occurring on the medial aspect of the second portion of the duodenum within 2.5 cm of the ampulla of Vater3. Diverticula on the lateral wall of the descending duodenum are rare3'4. In about 10% of patients symptoms arise, such as epigastric pain, nausea, vomiting and bloating. Pressure effects may give rise to jaundice, cholangitis, acute and recurrent pancreatitis and (rarely) duodenal obstruction5. Inflammation can lead to perforation, abscess formation, ulceration and haemor-rhage5'6.
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In the patient reported here, the history suggested bleeding from a duodenal ulcer, but endoscopy showed that she was probably bleeding from the second or third part of the duodenum. The information provided by endoscopy was useful in that it prompted us to examine the second part of the duodenum carefully during dissection. Without this information at the time of surgery, even the most experienced operator might have overlooked the true source of bleeding.
Although arteriography or a technetium-99-labelled red cell scan might have localized this patient's bleeding before surgery, these techniques are seldom available in an emergency. In cases of unexplained massive haemorrhage of the upper gastrointestinal tract, the possibility of duodenal diverticulum should be kept in mind. Septic complications after percutaneous transluminal angioplasty (PTA) are uncommon. Usually it is the puncture site that becomes infected, rather than the site of angioplasty.
Mycotic aneurysm after percutaneous transluminal femoral artery angioplasty

CASE HISTORY
An 80-year-old man had a one-year history of intermittent claudication in the left calf at 200 yards. The only risk factor was a raised serum cholesterol, and he was particularly fit for his age. On examination he had a loud bruit over his left thigh and weak pulses distally. The ankle-brachial pressure index (ABPI) was 0.5 on this side. The clinical diagnosis was superficial femoral artery (SFA) stenosis, confirmed by a percutaneous transfemoral angiogram, which showed a severe stenosis 1.5 cm long and just distal to the adductor hiatus. An angioplasty was performed without immediate complication, although a small groin haematoma developed. The post-angioplasty ABPI was 1.0, and the patient was discharged next day.
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